We read with great interest the expert consensus recently published by Bartoletti et al. [1] aiming to define the rationale for the appropriate use of procalcitonin (PCT) in the management of critically ill patients with sepsis in different clinical scenarios and we are pleased to offer our contribution regarding the peculiar dynamic of PCT in endovascular infections, as reported in the recent literature.
To the Editor,
We read with great interest the expert consensus recently published by Bartoletti et al. [1] aiming to define the rationale for the appropriate use of procalcitonin (PCT) in the management of critically ill patients with sepsis in different clinical scenarios and we are pleased to offer our contribution regarding the peculiar dynamic of PCT in endovascular infections, as reported in the recent literature.
Notably, in a recent paper, Yan et al. investigated the possible role of different foci of infections and specific pathogens on plasmatic PCT concentrations [2] . The authors demonstrated that bacteremia by Gram-negative (GN) pathogens significantly correlates with higher PCT levels, if compared with bloodstream infections by documented Gram-positive etiology. The study also demonstrated that PCT levels observed in endovascular infections (such as catheter related infections or infective endocarditis) were significantly lower than in urogenital and abdominal infections.
Interestingly, we had the opportunity to describe the peculiar dynamic of PCT in patients affected by septic thrombophlebitis due to GN bacilli and strictly monitored with daily PCT and serial blood cultures [3] [4] [5] . All cases were characterized by clinical improvement under adequate antimicrobial therapy, with the disappearance of fever and signs of sepsis and with normalization of PCT levels, notwithstanding persistence of GN bacteremia (GNB). In particular, in a recent report [4] of a cohort of 13 patients we observed a median length of bacteremia of 22 days (range 13-78), a median fever duration of 6 days (range 3-22), a median PCT value at the onset of bacteremia of 7 ng/mL (range 1.08-55) and a median time to PCT levels below 0.5 ng/mL after the onset of bacteremia of 12 days (range 6-35). Of note, normalization of PCT levels preceded GNB clearance of 1-58 days (median 11.5 days) [4] .
The rapid normalization of PCT plasmatic concentrations despite persistently positive blood cultures could be due to the developing of a mechanism of immune tolerance, due to selective blocks of pro-inflammatory pathways, activated by bacterial endotoxins and cytokines [6] .
These results need to be confirmed by a larger series of cases, but we postulate that specific PCT cut-off values are worthy of being identified for endovascular infections.
We think that the peculiar dynamics of PCT in GNB endovascular infections should be taken in account as a contribution to complete the effort of the expert consensus in defining the rationale for the appropriate use of this marker in different clinical settings.
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